The research of patient satisfaction with arthrosis from multidisciplinary cooperation is related to clarifying the position and the role of the physiotherapist in public health and in the development of integrated care.
Providing affordable and high quality medical services for long-term care of the chronically ill, the elderly people and people with disabilities is one of the effective tools to improve their quality of life and for their full inclusion in society. Providing real access to them and creating new, integrated cross-sectoral services (with an emphasis on the unity between health and social care), according to the individual needs of the target groups, is necessary. In this sense, the importance of staff providing health services in the field of rehabilitation and physiotherapy within the multidisciplinary team (MDE) providing integrated care (IC) is more than obvious [1, 2, 3, 4, 5] . The analysis of the situation in Bulgaria shows a lack of uniformity in the formation of professional competence of the medical professionals who practice healing through movement.
The need for leadership (albeit informal) of the physiotherapist in MDE in the preoperative and postoperative period of the disease's development, determines his/hers professional competence, and also implies a certain autonomy to his/hers practical work in the context of international experience. A similar legal regulation of the profession "Kinesitherapist" would help to overcome the opposition of doctors in physical medicine for the effective functioning of the both types of specialists in an efficient MDE providing IC. Timely and adequate rehabilitation provided by the MDE that are held in a hospital, outpatient conditions and home will help to overcome the barriers faced by patients with disabilities in our country [6, 7, 8] . The expected results are associated with reducing the financial costs of health and social systems in our country.
MATERIAL AND METHODS:
It is examined our own clinical experience with 30 patients of the Department of Orthopedics and Traumatology of University Hospital "St. Marina "EAD,. Varna for the period 2012-2016 of which 13 were men and 17 women. The survey was conducted at the home of patients in the postoperative period and under the conditions of completed rehabilitation. The study focuses on the "patient-physiotherahttp://dx.doi.org/10.5272/jimab.2016224.1338 pist" link, as it is fundamental in the phase of rehabilitation. The interaction between the physiotherapist and the patient is carried out at their first meeting (on arrival in the Department of Orthopedics and Traumatology of University Hospital "St. Marina" EAD -Varna) and was continued at home. The questionnaire includes 12 questions, grouped as follows: Questions 1 and 2 in the "awareness" segment, questions 3 and 5 in the area "attitude / communication", questions 4 and 7 -"time", questions 6 and 8 -"physical activity", questions 10 and 11 -"professionalism" and questions 9 and 12 -"benefit / effectiveness." The data were compared with the results from a study of the satisfaction of a control group of 30 patients who were treated in the same ward, but chose to continue their rehabilitation NHIF. For the processing of the results were used the following statistical methods: verification of the questions about reliability by factor α α α α α -Cronbah (0938); statistical test to test the difference between the average responses by F-test of Fisher using analysis of variance (ANOVA); correlation between specific issues with inter-item correlation matrix; descriptive analysis on specific issues (collectively, test and control group) and individual responses (for all issues).
The object of the study: patient satisfaction from the integrated care at home provided by a multidisciplinary team.
RESULTS AND DISCUSSION:
The first stage of processing the data from the study is verifying the questions' credibility (reliability), whether they have good selective and discriminatory options, whether individual questions "explain" one another, whether the questionnaire enables clearly enough to distinguish the shades of the opinions. This inspection was carried out according to the most common practice -a factor α α α α α -Cronbach ( The coefficient α α α α α -Cronbach is 0.938, which indicates a high degree of agreement on the individual issues [10] .The questionnaire has good cognitive and selective possibility.
The second stage of processing the survey data provides evidence of statistically significant differences in the responses from the test and control groups: The results presented in Table 2 show that all the values are smaller than 0.05, which means that the test group is satisfied on greater scale compared to the control group.
The third stage of processing the survey data includes searching for a correlation between issues (inter-item correlation matrix), which is presented in The correlation coefficients between question "1" and question "5" is 0.905, indicating that there is a strong connection between the two questions and they can be included in one field -"awareness." The questions "2" and "3" are with a correlation coefficient close to unity (0.967) and examine the satisfaction with physiotherapist's communication skills thus they compile the "attitude / communication" field. Question "4" is negatively correlated with the question "7" and other questions, as is a control question (specific type of functional survey questions) aimed at checking the reliability of data (truthfulness of the answers). This gives us a reason to be grouped in one field with each of the remaining 11 questions, but for the purpose of the dissertation we include it in the "time" segment alongside question "7" (0713). Questions "6" and "11" have a very high correlation coefficient -0.938 and are included in "professionalism". The questions "8" and "10" are with a correlation coefficient of 0.932 and form the "physical activity" field. Questions "9" and "12" are correlated with a coefficient of 0.631 and thus they are included in the "benefits / performance" field.
All this allows us to spread the 12 questions in the following areas presented in Table 4 :
The fourth stage of the data processing includes descriptive analysis of questions (items) and answers (scale). We present results on specific issues (overall results, test and control group) and individual responses (for all issues) of Table 5: A comparison of the average (between control and test group) found that the test group has much higher values, i.e. Patients give much appreciation for satisfaction held by rehabilitation at home. Respondents from the test group showed higher average levels of satisfaction matters "awareness" (respectively 4.80 and 4.90). Therefore, physiotherapist as a member of MDE providing IG briefed each every patient the nature of the procedures before their implementation, having first been interested and accompanying diseases of the patient. In fact, the expanded physiotherapeutic history is essential in preparing the rehabilitation program, as it allows, unless the testimony be identified and contraindications on dosage, repeatability and duration of load in the patient. Awareness of patient and physiotherapist to back bilateral ongoing continuous connection that helps prevent potential risks of inappropriate with the patient's treatment program. In this sense, respect for the rule of awareness is connected on one side with the basic principle of medicine, enshrined in the Hippocratic Oath "above all no harm" (lat. -"Rrimum non nocere) and implements the concept of patient-centered approach in the work of MDE providing IG -on the other. The control group showed 1.40 and 1.83 as the average assessment of patient satisfaction, agreed to hold their rehabilitation by NHIF. These results are probably due to lack of implementing patient-oriented approach, which is reflected satisfaction on receiving and giving information about which patients perceive as personalize their treatment.
Respondents with the highest level of satisfaction with the relationship and communication skills physiotherapist during the rehabilitation process. They say that physiotherapist answered all questions arising and put (5.00), which has enabled a better understanding of the disease and its course (4.93). The process of communication between the physiotherapist and his patient has formed a certain idea and proper patient about his health problem. This leads to a reduction of fear, anxiety, increases confidence and retain hope for a favorable outcome. In this sense, communication has stepped mobilizing and nurturing effect on the patient, which could affect its favorable lifestyle and would shift his behavior to the proper implementation of prescription and appointments. In the control group the level of satisfaction in this area is respectively 1.73 and 1.43, indicating a substantial deficit in relation physiotherapist-patient in a rehabilitation conducted by NHIF.
Respondents disagreed with the statement that the time during which physiotherapist worked with them a little (test group and control group 1.20 4.37). This result shows the high satisfaction of respondents in the test group on the duration of the contact patient physiotherapist and has a direct link with positive evaluations, receiving the claim that physiotherapist works most patient compared to other members of the MDE (4.87). This can be attributed to the work of physiotherapist in the rehabilitation phase of treatment for patients with arthrosis. It plays a leading role in implementing physiotherapeutic methods and tools in the postoperative period at home and is a specialist with the relevant knowledge and skills in this particular phase of rehabilitation in which NHIF exhausted its possibilities. The quality of our rehabilitation can be assessed by the responses in the field "physical activity". Patients say that they have more freedom in daily activities after the procedure performed by a physiotherapist and indicate a very high score (4.93), while the control group gives average estimates of 2.43. The other issue in this field is received in a similar way. Patients said that they would seek the same physiotherapist if they need rehabilitation in the future (test group -5.00). Patient satisfaction by restoring functional mobility options to be accepted as one of the most reliable criteria for quality work. In this sense, satisfaction with the work of physiotherapist is appreciated by patients extremely high, but only within the model MDE providing IG amid very low levels of satisfaction with the quality of rehabilitation by the NHIF (control group -2:43 to issue "8" and 2:40 to issue "10").
Patients in the test group felt much better after each procedure performed by a physiotherapist (5.00) and would recommend it to other patients who have the same need (5.00). The maximum ratings of satisfaction on a 5-point scale of Lickert in "professionalism" applies only to models offering IG home from MDE. The control group, which has conducted rehabilitation at NHIS shows low levels of satisfaction with the professionalism of the physiotherapist working in terms of diagnostic and consultative centers, spa centers, etc. -2.33 and 2.30 respectively. Benefits / effectiveness of rehabilitation conducted by the MDE and in terms of the NHIF differ materially. On invested funds respondents show similar levels of satisfaction. Patients in the test group are themselves funded rehabilitation at home, using IG from MDE, but estimates of their satisfaction did not differ significantly from the control group -4.77 for the test group and 3.57 for the control group. It is clear that the services offered by the NHIF also require additional funding by the insured. This funding is not significantly different (like monetary terms) of "self-financing" model providing IG in the patient's home. Patients in the test group showed an extremely high level of satisfaction with the ultimate benefit / efficiency provided by MDE IG at home compared to the control group selected to receive rehabilitation services in NHIF -average grade 5 for the test group and an average grade of 1.70 for the control group (question "12" comes from "benefits / efficiency").
CONCLUSIONS:
The physiotherapist has a leading role in implementing physiotherapeutic methods and tools in the postoperative period at home when NHIF's possibilities are depleted. The physiotherapist contributes greatly to the awareness of patients regarding the essence of the procedures, prognosis of the disease and the duration of their recovery. This personal attention to the patient placed in close for his environment -home and his relatives -allows for greater satisfaction. The respondents from the test group showed an extremely high level of satisfaction with the ultimate benefit / effectiveness of the services provided and they would recommend the physiotherapist to other patients who need rehabilitation at home.
